	SUPPLEMENTAL MEDICAL HISTORY

	NAME:
	     

	
	

	This form must be completed in addition to Standard Form 93 (Report of Medical History).  Answer all questions as completely as possible.  A physician's exam is not required. Attach additional information if necessary.

	1.
General



	a.  Have you required medications for any illness during the past three years (other than over-the-counter preparations)?  If yes, specify what type and for what purpose.

	     

	b.  Please document any history of tumor, growth, or malignancy and any treatment required.

	     

	c.  Do you have any medication allergies?  Do you have any other kinds of allergies?  If yes, are they seasonal in nature?  Please describe any medications or treatment used.

	     

	2.
Ear, Nose and Throat



	a.  Do you have any history of hearing loss?  If yes, please attach a recent audiogram documenting the nature and extent of permanent loss.

	     

	b.  Please describe any history of dizziness, fainting, or vertigo.

	     

	3.
Vision

	a.  Please record your visual acuity for near and distant vision (i.e., 20/20, 20/100, etc.) for each eye.  Please obtain vision testing and attach results if you do not know your visual acuity.  (Do not send eyeglass prescription).

	

	
	Near Vision
	Distant Vision

	Right Eye
	Left Eye
	Right Eye
	Left Eye
	

	Uncorrected
	     
	
	     
	
	     
	
	     
	

	Corrected
	     
	
	     
	
	     
	
	     
	

	

	b.  Do you have color blindness or abnormal depth perception?  If yes, please attach test results.

	     

	c. Have you undergone any treatment(s) to alter the acuity or refractive status of your eyes?  Examples could include but are not limited to orthokeratology, laser treatments, LASIK, PRK, LASEK, Intacs, or radial keratotomy.


	d. Are you currently using eye medication or have you used eye medication in the past for more than 30 days in duration? If yes, specify what type and for what purpose.


	e. Do you have any history of ocular surgery?  If yes, specify dates and type of surgery.


	f. Do you have any history of retinal tears or detachments?  If yes, specify dates and treatment.


	g. Do you have any history of using eye exercises or therapy to correct eye misalignment?  If yes, at what age and for what purpose.


	
	


	4.
Pulmonary



	a.  Have you been treated for any of the following disorders?  Please explain.

	(1)  tuberculosis - Specify dates and treatment

	     

	(2)  asthma - Specify dates and treatment

	     

	(3)  pneumothorax (collapsed lung) - Specify dates and treatment

	     

	(4)  chronic bronchitis or emphysema - Specify dates and treatment

	     

	5.
Cardiovascular



	a.  Have you been treated for any of the following disorders?  Please explain.

	(1)  hypertension (high blood pressure)

	     

	(2)  heart dysrhythmia (irregular heartbeat)

	     

	(3)  heart murmur

	     

	(4)  chest pain

	     

	6.
Genitourinary



	a.  Have you ever had an episode of kidney stones or blood in the urine?  Please explain.

	     

	7.
Neuro/Psychiatry



	a.  Have you ever received a head injury which resulted in a loss of consciousness?  Describe the injury and incident, length of time unconscious, and any treatment required.

	     

	b.  Please note any history of chronic headaches and treatment required.

	     

	c.  Have you ever sought help from a psychiatrist or other mental health professional?  Have you ever required hospitalization for a psychiatric problem?  Please explain.

	     

	SIGNATURE:
	     
	
	DATE:
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